Dear Sir,

I read with keen interest the article entitled "Laparoscopic perforostomy for treating a delayed colonoscopic perforation: Novel approach".\[[@ref1]\] The concept may sound novel but lacks sound surgical foundations to be advocated as a technique.

The description of the case report is misleading to the reader and needs clarification.

Colonoscopic intervention was performed eight weeks from the time of presentation. This suggests that the pathology of the polyp may have a bearing on the perforation. [Figure 1](#F1){ref-type="fig"} shows a polyp stump which is quite large suggestive of rapid growth in the interim period of normal bowel function. Hence, the histology of the polyp is vital from the point of view of malignancy which unfortunately is not mentioned.

![Colonoscopic view of the polyp stalk after polypectomy](JMAS-8-65b-g001){#F1}

The duration of abdominal symptoms prior to presentation as an emergency is not mentioned.uch a chronic presentation in a 60-year-old patient surely suggests a longer duration causing serious fecal peritonitis. This is revealed by the extent of abdominal signs being described as present all over the abdomen and guarding in the right iliac fossa along with a figure showing a pelvic abscess. The severity of septic complications is evidenced by high counts and a raised c reactive protein. Such a patient is bound to be extremely sick and requires a good intra peritoneal exploration and cleansing. Laparoscopy in such a delayed presentation would not suffice to identify and clear the pus pockets which are usually in abundance in fecal peritonitis.

A perforation amidst a pelvic abscess will have friable unhealthy walls which will be very difficult to identify clearly prior to exteriorizing the defect. Holding such a perforation with an instrument increases the chances of causing more damage to the surrounding bowel wall. It will be extremely difficult for a surgeon to take sutures to fix the bowel loop through such an area. Another issue is of the site of perforation. The description of the perforation as having been sealed and reperforated is confusing to the reader. Only if the perforation faces the peritoneal cavity by virtue of an anti mesenteric position, it can be visualized. But if If it happens to be at the mesenteric border or in the retroperitoneal location, open surgery would be logically the best option.

Iatrogenic perforations of the colon need to identified as early as possible in order to prevent lethal septic complications. A good imaging by a CT scan will reveal the extent of abscess formation in the peritoneal cavity. This will help in charting the further course of surgical treatment. If immediately diagnosed at the time of the endoscopic procedure and if it happens to be small that is less than 5 mm, then endoscopic clipping could be one option.\[[@ref2]\] However, when the presentations are delayed, the patient will obviously be in early septic shock. Such patients require aggressive resuscitation and good open laparotomy to deal with the perforation as well as the septic process within the peritoneal cavity.\[[@ref3]\] Laparoscopy would not be the ideal option in such a setting. Laparoscopy is acceptable only as a diagnostic modality in an early case presentation assuming limited contamination and smaller perforations.\[[@ref3]\] With extensive abdominal signs or if there is slightest doubt, open surgical exploration is the safest and best option both therapeutically for the patient and legally for the surgeon.\[[@ref4]\]
